
The primary treatment of pseudotumor cerebri is med-
ical: withdrawal ofany offending agents, such as oral contra-
ceptives or tetracycline; weight loss; and the administration
of diuretics, carbonic anhydrase inhibitors, and corticoste-
roids. Many patients are intolerant of or noncompliant with
medical management, progressively lose vision, or have per-
sistent headaches on maximally tolerated medical manage-
ment. Lumbar-peritoneal shunting and optic nerve sheath
decompression are surgical alternatives for such patients.

Lumbar-peritoneal shunting, which reduces the elevated
cerebrospinal fluid pressure, is indicated for managing non-
ocular symptoms of pseudotumor cerebri such as headache.
Complications of lumbar-peritoneal shunting include shunt
failures, low pressure headaches, and pain. Technically,
placing a lumbar-peritoneal shunt can be difficult in the typ-
ical patient who is obese.

Optic nerve sheath decompression is an effective means
of preventing vision loss. Optic nerve sheath decompression
requires exposing the optic nerve by a medial orbitotomy and
cutting a window or slits in the dural sheath surrounding the
optic nerve. Complications of optic nerve sheath decompres-
sion, while rare, include ischemic optic neuropathy, dip-
lopia, infection, abnormalities in pupillary function, and or-
bital hemorrhage. Decompression of the optic nerve is
intended to prevent deterioration of vision in the surgically
treated eye; therefore, surgery on both eyes is required in
many cases. An optic nerve sheath decompression is usually
not effective in managing nonocular symptoms such as head-
ache.

JAMES C. ORCUTT, MD, PhD
Seattle

REFERENCES

Corbett JJ, Savino PJ, Thompson HS, et al: Visual loss in pseudotumor cere-
bri-Follow-up of 57 patients from five to 41 years and a profile of 14 patients with
permanent severe visual loss. Arch Neurol 1982; 39:461-474

Orcutt JC, Page NG, Sanders MD: Factors affecting visual loss in benign intra-
cranial hypertension. Ophthalmology 1984; 91:1303-1312

Smith CH, Orcutt JC: Surgical treatment of pseudotumor cerebri. Int Oph-
thalmol Clin 1986; 26:265-275

Current Status of Refractive
Surgical Techniques
REFRACTIVE SURGICAL TECHNIQUES are designed to improve
the accuracy of the eye's focusing system in nearsighted,
farsighted, or astigmatic eyes with the goal of eliminating or
at least reducing the strength of glasses necessary to correct
these conditions. Because the cornea is the eye's most pow-
erful refractive surface-80% ofthe focusing ofparallel light
rays is accomplished by the cornea and 20% by the lens-
most refractive surgical procedures attempt to modify the
curvature of the cornea. The most frequently done refractive
surgical techniques are radial and astigmatic keratotomy and
epikeratoplasty.

By far the most common refractive surgical procedure is
radial keratotomy, where fine microscopic corneal incisions
are made in a radial pattern around a central clear zone. This
results in corneal flattening, which reduces myopia. Most
patients undergoing the procedure now receive 4 to 8 inci-
sions instead ofthe 16 that were originally recommended.

When radical keratotomy is properly carried out on care-
fully selected patients, 80% to 90% of patients with low to
moderate degrees of myopia can be corrected to 20/40 vision
or better without spectacles (uncorrected). Patients with
higher degrees of myopia can benefit from a significant re-

duction of their defect, but only 50% to 70% will achieve
20/40 uncorrected visual acuity. All studies have shown that
older patients achieve more effect from radial keratotomy
than do younger ones. Most patients who have had radial
keratotomy do not achieve uncorrected 20/20 vision, and
most of them continue to wear spectacles for activities such
as driving.

Common undesirable side effects of radial keratotomy
include glare, overcorrection and undercorrection, fluctua-
tions in vision, and difficulties in fitting contact lenses after
the operation. Serious complications leading to a permanent
loss of vision have been reported but fortunately are rare. A
substantial number of ophthalmologists regard radial kera-
totomy as being in the developmental stage and are not doing
the procedure or recommending it. With more refinement,
this technique may yield more precise results and few com-
plications, thereby becoming more acceptable and adaptable
for widespread use.

Astigmatic keratotomy to correct congenital, postcata-
ract, and post-corneal transplant astigmatism has received
increasing attention of late. The incisional patterns have be-
come more standardized thanks to laboratory research, and
early clinical reports are promising. The astigmatic corneal
incisions are usually transverse and tangential ("T cuts"),
rather than radial. Relaxing incisions and wedge restrictions
are done in arcuate patterns and are used primarily for post-
corneal transplant astigmatism.

In epikeratoplasty, a previously lathed superficial disc of
human donor cornea is sutured over a patient's cornea, re-
sulting in a new curvature that is either flatter, steeper, or
smoother. Encouraging results have been reported in infants
following the surgical excision of congenital cataracts, in
children following the surgical excision of traumatic cata-
racts, in aphakic adults unsuitable for intraocular lens im-
plantation, and in selected patients with keratoconus. The
results in highly myopic patients have varied, and epikerato-
plasty has not achieved the level of accuracy desired by most
refractive surgeons. Considerable regression ofthe achieved
effect has been reported in some patients. Epikeratoplasty
for myopia is now being done by a small group of investiga-
tors who are refining the original procedure in an attempt to
improve its accuracy and stability.

Radial and astigmatic keratotomy and the lathing of epi-
keratoplasty discs (and possibly even a patient's own cornea)
can now be accomplished with potentially greater precision
with the excimer laser, and laboratory investigations are cur-
rently under way in several centers in the United States and
Europe. The possibility of improved accuracy with the ex-
cimer laser and the potential to modify corneal wound
healing with new pharmacologic agents may improve the
accuracy of refractive surgical techniques in the future.
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